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"PRECISE determination of the optimal allocation of resources within the health
service, and between the health service and other wants of society, may be
impossible. But to think in terms of optimal allocation, instead of 'meeting needs,'
will produce better decisions."
This is a quotation fronm a critical review (Feldstein, 1963) of the recent Nuffield
study of operational research in the health services (Davies et al., 1962). The
authors of the Nuffield report emphasize that demand is not the same as need,
and they define different types of 'need,' and methods of its assessment and
measurement as a basis for the development of health services. Feldstein believes
that it is wrong to approach health service decisions as though the problem were
to meet specific community 'needs'; they may be fallacious guides because
opinions on them change with medical knowledge, and with social ideology, and
they may only reflect medical fashion. (In any event, it is too much to hope that
enough resources could be made available to meet all needs that might be
considered essential.) Instead, Feldstein suggests that the health service facilities
to be provided, how to provide thenm, and how much to provide, should be
decided from a search amongst alternatives, adopting the course that will ensure
optimasl use, choosing the preventive, diagnostic, curative, and rehabilitation
services to be offered from statistically derived estimates of probable benefits
and costs.
These studies must appeal to aniyone concernied wsith the medical care of old
people. It has been well said that old age will provide the hospital service with
its principal challenge in the next twenty years, but there are many who feel
that the impact of an ageing population on the health services in general, and on
hospitals in particular, does not claim the attention it seems to merit from those
who direct policy. Conflict of opinion on whether to relate health service
provision to 'demand,' 'need' or 'optimal use' may be part of the explanation
for this apparent neglect. Where old people are concerned the general practitioner
probably thinks in terms of demand, the nmedical and nursing staff of hospitals
in terms of need, sand the adnministrator in termis of optimial use of the resources
he has to offer within atnd outside the hospital. If the total resources provided
are adequate, the family doctor and hospital staff may come to terms, with or
wvithouLt some friction, and mav reach an amicable settlemenit for better or for
worse onl behalf *sf the patient; if, howeer, resoturces are inadequate, it is quitc
impossible to resolve the difficulties for patienit, famiily' doctor, or hospital. This
is an over-simplification, but it nmay point to the source of some difficulties
experienced in Belfast hospitals.
Statistical records of the results of treatment of old people in hospital have
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introduce moderni geriatric medical care in the Belfast Citv Hospital. An;alysis
of these annual records shows remarkable constancy, suggestinig that accurate
predictions of the hospital needs of old people, or of the optimal use of resources
available to them, could be made. These records also lend support to two beliefs;
first, that there are not enough hospital beds in Belfast for the old people and
chronic invalids who need them, and secondly that, as most of the beds that are
reserved for this use are concentrated in one hospital, a disproportionate load of
chronic sick nursing is imposed on its nurses. The demand from general practice
is not being met satisfactorily; the needs of the hospitals exceed their resources
and are growing; and optimal use cannot be made of the resources whilst long-stay
invalids are mixed with the new admissions to general wards which were not
designed or equipped to segregate and nurse them properly, or encroach on the
small proportion of geriatric beds reserved for rehabilitation.
Census returns show that the population aged 60 and over in the Belfast County
Borough increased from 46,438 in 1936 to 55,639 in 1951 and 63,803 in 1961,
i.e., there are 17,000 more elderly people in the city than there were pre-war.
Half of this increase has occurred since the Health Service was introduced.
This trend has been accompanied by a corresponding increase in old people
needing temporary or permnanent hospital care. Since 1948 admissions aged 60
and over have gone up from 18 per cent. to 30 per cent. in the general wards of
the Royal Victoria Hospital, and from 30 per cent. to 40 per cent. in the general
wards of the Belfast City Hospital. Over this period the number of hospital beds
apportioned to old people and chronic invalids in Belfast has gradually diminished.
At first the decline was compensated, partly by geriatric rehabilitation (which
has reduced the unnecessarv chronic incapacity that once arose from neglect of
sick old people), and partlh by more tolerant acceptance of long-stav patienits in
general hospital wards, ancd of infirm old people in local authority homes. But
the time is long past when this adjustment can offset the nieed for more beds.
In 1948 there were at least 550 beds for 'the chroniic sick' reser-ved ill the
conivalescenlt, WVindsor, and cancer wards of the Belfast City Hospital. There
are nlow less than 400 geriatric and long-stay beds shared betwreen the Belfast
Citv, Northern Ireland Fever, and Musgrave Park Hospitals.
The effect of this growing demand on diminished accommodationi is w%ell
known to those familiar with the administration or application of medical services
in Belfast. In the winter months the wvards of the hospitals are reduced to chaos
in efforts to counterbalance the shortage of beds. Sick people, only recently
admitted or in earlv post-operative recovery, have to be ferried about from one
corner to another, at all hours of the day and night, to make room for newx arrivals;
infirm old people, chronic invalids, and patients in terminal illness must often be
discharged without proper preparation, because there is no alternative accom-
modation for them, even in the geriatric department. In March this year 230 of
the 275 geriatric beds were occupied by long-stav invalids. Only two-thirds of
the beds staffed and equipped for rehabilitation were being put to this use. At
the same time it was estimated that there were more than fiftv elderlv long-stay
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Npatients in the general wards of the Belfast Citv Hospital. This hospital risks
losing all it has gained since 1948 in status and responsibility as a leading general
hospital, and of sliding back to its former passive role as an institution for the
chronic sick.
Estimates of bed requirements are notoriously unreliable, and a cynical view
of them is encouraged by assessments, from both sides of the Atlantic, which
haxre shown that the appropriate number of beds necessary for a given speciality,
at any given time, is the number already available (Forsythe and Logan, 1962).
However, some yardstick is necessary, and a ratio of 1.2 beds per 1,000 population
(or 300 beds for 250,000 people) was once popular in Great Britain as the essential
hospital provision necessary for old people and the chronic sick, welfare accom-
modation being considered separately. It is now recognised that hospital and
welfare hostel accommodation for old people are too closelv dependent on each
other to be dissociated in this way, and in Great Britain they are usually combilled
in a ratio of total beds for a given area. Sheldon (1961) considers that not less
th-an three total beds per 1,000 population is a realistic figure for present needs,
with the following reservations:
1. It must vary to some extent with the size of different areas;
2. It may not make enough allowance for psychiatric breakdown in old age;
3. It makes no allowance for seasonal variations, with the heavy demands
experienced in the winter months, and
4. It presupposes the existence of an active geriatric unit.
Allowing for minor differences in different areas, this total allocation would
be shared about equally between hospital and welfare authorities, but Anderson
(1962) believes that it may be necessary before long to increase the ratio of
hospital beds alone to 2.0 per 1,000 population.
The future of old people in Northern Ireland hospitals was considered two
vears ago bv the Hospitals Authority in a memorandum on development of
hospital and specialist services. It was ackniowledged that at mid-1960 the ratio
of beds per 1,000 population reserved for old people and long-stay patients was
1.01. This ratio, however, represented the beds available in all hospitals in
Northern Ireland, and was greater than the ratio in Belfast where it was, and still
is, 0.8 (about 400 beds for half a million population). It is no consolation to
patients who cannot be admitted for the care they need in Belfast (or to their
relatives) to know that there may be empty beds in hospitals many miles from
their homes. The disparity between ratios in Belfast and estimates for other areas
in Great Britain are illustrated in the diagram.
In the memorandum it was hoped that a ratio of 1.25 hospital beds for old
people per 1,000 population would be reached by 1970, and it was observed that:
"The increased provision for old people and long-stay patients is likely to be required.
There will be more old people. It is hoped to care for many of them outside the
mental health units and some other factors mav tend to increase the demand on
'general' hospitals. On the other hand, the Welfare Authorities should be better
equipped by 1970 to deal with the frail ambulant and some feeble old people xvho
need institutional care but not continuous hospital treatment."
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This comifortable assurance is eotin keeping with the scitsc of urgeincy felt
a eongst those immediately concerned with present anxieties and frustrations in
the Belfast hospitals. The discrepancy between Belfast and other areas in the
Province does not seem to be appreciated and there is nothing to indicate that
it will be corrected. There is no indication that extra provisio nvill be hade to
meet the effects of the changes in policy towards psychiatric disturbanfces in
old age. These effects are already being felt in general hospitals prhich are not
prepared or equipped to cater for them, or to deal with the evils of miisplacemient
of the elderly in hospital (Kidd, 1962). In January this year 31 patients with
advanced senile or arteriosclerotic dementia were -being nursed in the geriatric
wvards of the Belfast City Hospital, and they were only a proportionl of the total
number of such patients in this hospital. They could have bceen senlt as formal
admissions to a miental health unit, but it is already so hard pressed that this
course is only adopted in exceptional circumstances.
Progress in the development of Welfare Services will help to offset some of
the effects of population trenlds and policy changes, but cainnot nmake good the
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Welfare Authority has had to rehouse in new hostels large numbers of old
people fromi the derelict workhouse buildings and, by accepting responsibility for
increasing niumbers of physically and mentally infirnm old people in these hostels
and by supporting others with domestic help in their ownl homes, they have
helped greatly to relieve pressure on the hospitals. However, there are less than
400 welfare hostel beds available to old people in Belfast, so that even when the
elderly residents subsidised by the local authority in voluntary honles are included,
the ratio of total beds for old people in Belfast is no better than 1.6 per 1,000,
half of that considered necessary elsewhere.
The core of the problem of long-stay hospital care is not where it should be
given, but who is to give it. Wards can be converted or built, but if their sole
use is to house large concentrates of incontinent chronic invalids it is difficult,
and at times impossible, to recruit appropriate staff and maintain the standards
of skilled nursing required in such wards.
The alterniative is to dispersc long-stay paticiets in sniiall groups amiionigst the
wards where the nurses are, i.e., in the general hospitals. In suitably designed andl
equipped annexes 20 per ceit. of each general ward conmplement could be
reserved for long-stay patients without compronlising the work of the ward,
and with benefit to the trailing anld experience of the nurses. Yet, from the plans
of a vast programme of new hospital building in Northern Ireland, it seems to
be impossible to obtaini an uncontrovertible statemenlt, or clear evidenice, of the
number of beds to be allocated to long-stay patients; if there are to be any, where
they will be sited; or whether ward space for them will be designed, equipped,
or staffed to conform with modern standards. Long-stay care is an uncomfortable
topic, tiresome and unprofitable compared with the more attractive aspect of
recovery after successful treatment, and it seems to meet with apathy and evasion
at all levels, professional as well as administrative, because nobody really wants
to be bothered with it. Each winter is approached with the same gloomy sense
of frustration and the same ineffectual makeshifts, and at times the fate of sick
old people is discussed almost as if they were interlopers in wards that only
welcome robust young folk with 'interesting' diseases, and then only for a limited
number of weeks.
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